OFFICE OF STATEWIDE HEALTH PLANNING AND DEVELOPMENT
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For use with encounter visits on or after October 1, 2004

Instructions: For a description of the data elements, refer to the appropriate section of the Patient Data Reporting Requirements
(Title 22, Sections 97251 through 97265)

A. FACILITY ID NUMBER

B. ABSTRACT RECORD NUMBER (Optional)

1. DATE OF BIRTH

Month Day Year (4-digit)
IM M|D D|c c Y Y|

2. SEX

F Female
M Male

U Unknown

L]

3. RACE 4. ETHNICITY
R1 American Indian or Alaska Native E1 Hispanic or
R2 Asian Latino

R3 Black or African Amepican E2 Non-Hispanic
R4 Native Hawaiian o acific Islander or Non-Latino
R5 White 99 Unknown

R9 Other Race

99 Unknown

5. ZIP CODE

99999 = Unknown

6. PATIENT'S SOCIAL S

IT\(NUMBE

Report OOOO%OM(nown) if not recorded in the patient's medical record

7. SERVICE DATE

Month Day Year (4-digit)
IM M|D D|c c Y Y|

V/

8. PRINCIPAL DIAGNOSIS
ICD-9-CM CODE

9. OTHER DIAGNOSES

E

10. PRINGIPAL E-
ICD-9%\CM\COD

11. OJTHER E-C D
D-9-CM C

d2. PRINCIPAL PROCEDURE
CPT-4 CODE

13. OTHER PROCEDURES

ICD-9-CM CODE CPT-4 CODE
a. ¢\\ a.
N ‘\ ‘\(/
b. ﬂl& N NP b.
K
C. \\\ AN . C.
RN 1 d.
e. e.
E
f L \\ f f.
9 J. . g.
h. h.
i. i.
J- j.
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A. FACILITY ID NUMBER B. ABSTRACT RECORD NUMBER (Optional) 1. DATE OF BIRTH (MMDDCCYY)

7. SERVISE DATE  (MMDDCCYY)

AL 11|

9. OTHER DIAGNOSES 14. DISPOSITION OF PATIENT

ICD-9-CM CODE

01
02
03
04
05
06
07
08
20
43
50
51

=~

o a nursing faclfity certified under Medicaid (Medi-Cal),
dicare

<K

AN

v LN\

13. OTHER PROGEDURES
CPT-4 CORE

/Q

t.

u
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A. FACILITY ID NUMBER B. ABSTRACT RECORD NUMBER (Optional) 1. DATE OF BIRTH (MMDDCCYY)

7.)34?VICE DATE (MMDDCCYY)

JdENEEEEN

PaN

15. EXPECTED SOURCE OF PAYMENT </

09 Self Pay
11 Other Non-federal programs

12 Preferred Provider Organization (PPO)

13 Point of Service (POS)

14  Exclusive Provider Organization (EPO)

16  Health Maintenance Organization (HMO) M
AM  Automobile Medical

BL Blue Cross/Blue Shield

CH CHAMPUS (TRICARE)

Cl  Commercial Insurance Company
DS Disability
HM Health Maintenance Organj
MA  Medicare Part A
MB Medicare Part B
MC Medicaid (Medi-Cal
OF Other federal program
TV TitleV

VA Veterans Affairs Plan
WC Workers £6

00 Ot

&
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